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“What is New in Tuberculosis’ 


By R. E. Wopenouse, O.B.E., M.D., D.P.H., 
Secretary, Canadian Tuberculosis Association, Ottawa, Ontario. 


N approaching any public health question, the first essential to think 
| of is the statistical facts pertaining to the work under considera- 
tion. We cannot or should not think of tuberculosis in regard to 
any area or population. Nor should we consider applying new pre- 
ventative efforts in an area, without first surveying the district and 
putting down in black and white the figures pertaining to it. This being 
so, it would seem proper to speak of statistics first. “Factors in the 
Falling Death Rate of Tuberculosis in Ontario”’*, Dr. J. W. S. 
McCullough’s article, is a splendid survey of Ontario. Dr. Jost’s 
“Statistical Study of Tuberculosis in Nova Scotia” is from the best 
statistician among Canada’s Provincial Health Executives. It is sur- 
prising what develops when one completes a study of this nature. 
Conclusions unthought of, have to be accepted. 

Recently, organization for our work in the Niagara Peninsula was 
under consideration. A map was prepared of the counties, their popula- 
tion, deaths from tuberculosis, rates per 100,000 population, and prox- 
imity to sanatoria, stating the number of beds in each. The facts set 
out on this map were not known nor even suspected by those most 
interested in the work. Take these seven counties: Peel has a tuber- 
culosis death rate, all forms, per 100,000 for 1924, of 33.1; Halton 95, 
Wentworth 151.6, Lincoln 43.6, Welland 40.4, Haldimand 48, and Nor- 
folk 32.5. Sanatoria are adjacent to these populations: at Weston 390 
beds, Freeport 60, Brantford 60, St. Catharines 25, and Hamilton 317 
beds. If we are going to establish chest diagnostic visiting services in 
these counties, the populations and prevalence of the disease should 


*Canada Lancet and Practitioner, April, 1926. 
Read at the Canadian Health Congress, Toronto, May 6, 1926. 
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decide as to the location and frequency of visits, and Wentworth and 
Halton presumably need the greatest attention. 

But my office has been informed, since the preparation of this 
map, that Wentworth’s tuberculosis death registration, as reported from 
the Ontario Registrar General’s office, Toronto, may require drastic 


Some Ontario Counties 
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correction. In Ancaster, a township of Wentworth, in which is located 
the Mountain Sanatorium, the residence of the tuberculosis, deaths 
registered for the year under consideration were as follows: Ancaster 
4, other Wentworth County rural centres 2, outside Wentworth County 
but in Ontario 14, U.S.A. citizens 2, and Hamilton City 24, making a 
total of 46. Wentworth County had a total registration of 66 tuber- 
culosis deaths, or 20 outside of Ancaster. It would appear that Went- 
worth County, outside Hamilton City, should have 26 tuber- 
culosis deaths charged to it, as a corrected death total. Hamilton should 
have 24 tuberculosis deaths added to its 1924 harvest, and 14 other 
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tuberculosis deaths should be transferred to the proper Ontario resi- 
dency. The U.S.A. cases will have to be carried. 


This changes Wentworth County’s deaths to 26 (if no Wentworth 
residents have died at Muskoka, London, or elsewhere from tuber- 
culosis) per 43,531 people, or a rate of 59.7 per 100,000, instead of 
151.6 as reported and obtained from the uncorrected figures turned 
into Toronto by Ancaster. This shows how essential it is to have 
correct figures. 


If we are going to enlarge the St. Catharines Sanatorium to meet 
the requirements of the growing industrial counties of Lincoln and Wel- 
land, their joint population of 107,000 people, with an annual tuber- 
culosis death total of 45 individuals (as reported from Toronto) is the 
first thing we want to know. An additional fifty beds are all that are 
warranted. We should be able to substantiate these as necessary. 


North American Indians 


Again we noted an increase in the death rate from tuberculosis in 
British Columbia. We set out to discover what age groups were show- 
ing increases. The provincial increase during the last four years was 
from 74 to 95 per 100,000. The age group study by districts did not 
suggest the causative factor. In consultation with the Provincial Board 
of Health we found that Indian deaths were being registered annually 
to an iricreasing percentage of the total Indian tuberculosis deaths. 
Further, the influence this has upon British Columbia’s tuberculosis 
death rate is evident when tabulated and charted. 


British Columbia—Tuberculosis Deaths—1924 


Percentage Tuberculosis Percentage of 
of Deaths Rate per total tubercul- 
Race Population Total Pop. 1924 100,000 osis Deaths 
N. A. Indians (24) 24,316 4.37 125 514.1 23.9% 
Japanese (21) 15,006 2.59 24 159.9 11.7% 
Chinese (21) 23,533 4.3 38 ~—s-:161.0 
Other Nation- 
alities, Whites (21) 490,145 89.5 339 69.1 64.4% 
Total Brit. Col. (24) 553,000 100 526 95.1 100% 


1921 Census. Data furnished by B. C. Prov. Bd. of Health. 
1924 Census. (Estimated.) 
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Three Provinces 
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May I refer you now to a comparative chart of conditions in Nova 
Scotia, Quebec and Ontario. It will be observed that the five-year period 
we begin with, 1909-1913, shows the average annual tuberculosis death 
rates per 100,000 as very divergent, 89 for Ontario, 161 for Quebec, 
and 189 for Nova Scotia. The downward trend in all is similar, though 
probably more rapid, relatively, for Nova Scotia. Ontario, in spite of 
its lowered rate in the first period, is showing exceedingly well the result 
of its relatively large per caput expenditure to combat tuberculosis. It 
is much easier to effect a high, almost virginal, tuberculosis death rate 
during fifteen years, than it is to reduce one further which has already 
been cut in two to begin with, as Ontario’s had at the beginning of our 
first period charted. The general death rate curves are interesting. The 
constant relationship between the declining tuberculosis death rate and 
the declining death rate, all causes, might lead one to infer that the 
decline in the tuberculosis death rates was not due to the success of any 
special anti-tuberculosis work in the provinces. 


Tuberculosis death rates of 148, 160, 217 and 222 per 100,000 show 
a percentage of total deaths varying 1%. When these tuberculosis death 
rates dropped about 30% in fifteen years to 109, 122, 148 and 168, 
respectively, the per cent. comparison varied one-fifth, the two highest 
tuberculosis rates showing almost as high percentages at the end as at 
the beginning of fifteen years, and the two lowest having dropped one- 
tenth. 


Tuberculosis General Percentage T.B. 

(15 years) Death rate Death rate deaths of 

Decrease per 100,000 per 1,000 General 
Montreal __........ 70 7 No change 
Prov. Quebec .. 40 3.5 1S 
Nova Scotia .... 55 2. 2.25 
QetesiG  wctien 17 (rise) .5 1.5 

(25 years) 

Ontario ....... 136.7 - 81.1=55.6 (rise) 1.2 6 


But if we compare Ontario at a time she had a tuberculosis rate 
of 136 per 100,000, a state resembling the other two provinces, and take 
her reduction in tuberculosis death rate of 55 in 25 years, we find the 
percentage that tuberculosis deaths formed, of deaths all causes, changed 
from 12.1 per cent. to 6 per cent., a drop of nearly one-half of the 
original, or actually 6 per cent. This suggests successful anti-tuber- 
culosis work. 
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Quinquennial Figures, Four Areas 
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Decrease in Deaths Not Uniform 


Again, in studying the death rates by age groups for the United 
States and Ontario, we find out where the principal reduction in death 
rates from tuberculosis is occurring. Reference to the chart covering 
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these for two decades shows a sad state of want of decrease in the most 
vital age group in any population, namely, 15 to 25 years. We find 
Ontario’s decrease for this age group just two-thirds of that of the 
United States, and that of the United States just one-half of what the 
decrease is for all ages for the same period. 


In the U.S.A. registration area, the decrease between 1913 and 1923 
under five years of age was 51 per cent., 5 to 15 years 41 per cent., 
and 15 to 24 years 18 per cent. Those figures furnished by Mr. 
Manchester for Ontario, covering the decade 1911-1921, show a lower 
decrease still for the Ontario group 15 to 29 years, namely, 12 per 
cent., as compared with 18 per cent. in the U.S.A. registration area for 
ages 15 to 24 years. It is interesting that the chart shows U.S.A. 
registration area with the same rate in 1913 as Ontario had in 1901. 
Of course this accounts for their greater percentage of decrease during 
the 10-year periods charted. 


DEATHS FROM TUBERCULOSIS: 


AND OTHER PRINCIPAL CAUSES 
UNITED STATES REGISTRATION AREA - 1923 





Further, we see that the six greatest killing diseases reap their largest 
harvest in the age groups beyond fifty, except tuberculosis. Deaths 
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occurring later in the other five groups allow a majority of the victims 
to rear and provide for their families before taking sick. 


Canadian Tuberculosis Activities 


The facts brought out in some of the statistical studies discussed 
have had an influence in the programmes our Association has been 
actively encouraging. Starting in British Columbia,—a study of tuber- 
culosis among the Indians is now organized for this summer under the 
direction of Professor H. W. Hill. The epidemiological factors, hygienic 
influences, employment, etc., will be investigated personally by Dr. Hill, 
and the clinical examinations conducted simultaneously by Dr. Vrooman 
of Vancouver and Dr. Lamb, the Provincial Travelling Chest Diag- 
nostician. Financially and otherwise, the work is made possible as a 
result of our Indian Tuberculosis Committee approaching the Federal 
Department of Indian affairs. It is hoped the report will suggest some 
more effective though economical methods of combat. 


Research 


In research, our Association has induced the National Research 
Council to assign practically one-third of its annual allotment for tuber- 
culosis research, equally divided between the Saskatchewan Sanatorium 


at Fort Qu’Appelle and the Queen Alexandra Sanatorium at London, 
Ontario. 


The research at Saskatchewan is planned to be carried out most 
effectively, entirely among the Indians, and enjoys the helpful co-oper- 
ation of the Federal Department of Indian Affairs. The research at 
London will follow the lines of work already proven to be of highly 
scientific usefulness. 


The Important Age Group 15-25 Years 


Our office has attributed the slower decrease of death rate from 
tuberculosis found in this age group as principally due to lack of 
knowledge of the presence of the disease. We have aided in the 
establishment of increased chest diagnostic services in eight provinces 
with the hope of reaching the cases in this group early enough to treat 
and arrest the progress of the disease. 


Provinces East of Ontario 
In Quebec we have had operating, at Three Rivers, our first demons- 
tration in Canada. It is in its third of the five years’ programme. The 
work is progressing very favourably and enjoying the co-operation of 
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the entire population. This year every school child is being completely 
examined, and a drive is being made with the help of the medical 
profession, to examine, on the basis of “periodical medical examination”, 
5,000 additional adults. A fifty bed sanatorium is planned for erection 
this year, and half of the cost is already provided. The best result 
probably is the increasing of the municipal Health Budget to nearly 
three times that spent before the demonstration. 

This work, together with the Provincial Board of Health five-year 
educational programme, the Lord Atholstan benefaction operating in 
Montreal, and the research established at Montreal University under an 
assistant of Calmette’s, brought from Paris, is bringing about marked 
advance in Quebec province. 


Down by the Sea 


In the Maritimes, we have financed for three years an educational 
drive covering the three provinces which is expected to lend great 
impetus to the work there. 

In Prince Edward Island, additional Public Health nurses will be 
established in five areas, in which there will be clinic centres which will 
be visited periodically by a chest expert, assured under the provisions 
of our Maritime Tuberculosis Educational Drive, now financed for three 
years. Prince Edward Island has provided $5,000 this year, additional 
to that found by the Canadian Tuberculosis Association, and Nova 
Scotia is raising an additional $20,000 too. 


Educational Work 


This will be augmented this year by fifty per cent., resulting from 
finances assured for three years. Further, we have arranged, in con- 
junction with the Canadian Medical Association, for a tour of Canada 
this year, by Sir Henry Gauvain, the English speaking authority on 
Heliotherapy. He will visit seven provinces. Three new institutional 
heliotherapy developments for children are under way, and other centres 
will be encouraged. 

We expect also to have three other European tuberculosis authorities 
visit points in Ontario and Quebec, namely, Sir Robert Philip, Prof. 
Lyle Cummins and Dr. Rist of Paris. 

The two research scholarships of $250, offered by the Canadian Red 
Cross Society through our Association, have brought forth some ex- 
cellent theses, and one award has been made for laboratory work, of 
an original and enlightening type, by our committee of valuation. It 
is hoped to make these annual scholarships a permanent institution by 





332 THE PUBLIC HEALTH JOURNAL 


funds we are assembling. Clinic work is equally encouraged with 
laboratory effort, and is intended for sanatorium medical men serving 
under the medical director. 


Reported Specifics for Tuberculosis 


At least nine of these may be enumerated :— 

. Friedman’s turtle vaccine. 

. Spahlinger’s serum. 

Dreyer’s vaccine from defatted bacilli. 

. Sir Leonard Rogers’ Morrhuate of Soda. 

Moellgaard’s Sanocrysin. 

Raws’ vaccine—(bovine for human, human for bovine). 

. Calmette’s B.C.G. vaccine (living organisms, attenuated virulence). 


Dr. Smallpage’s discovery (Australia) serum made from spleens 
of animals. 


9. Indian Head cure. 


Each of these hoped-for specifics has been heralded by the lay press 
as a more or less sure cure for tuberculosis. This has proved unfortunate 
for the sufferers of this disease. It has built up false hopes in them, 
made them restive in many cases, and caused them to leave sanatoria, 
where they were being materially helped, because they felt the sanatoria 
medical officers were being unfair in not obtaining these agencies, which 
the patients thought would cure them forthwith. This was especially 
true in regard to a cure announced in Saskatchewan. Thirty odd cases 
in the advanced stages took their discharge from the sanatorium to be 
treated by a reported cure at Indian Head. The press would not do 
this harm if they knew the facts. Bona fide medical men reported the 
cure as effective. The Saskatchewan Medical Society deserve great 
credit for investigating the matter at once and disqualifying the doctor 
for his error. Health officers should warn their people to await until 
an announced cure has been examined by some capable, scientific group 
and approved. This procedure has been followed in regard to all but 
numbers 1, 2 and 9. Numbers 3, 4, 5, 6 and 7 have been tried out on 
humans with favourable results, but not with as complete uniform 
influence as was at first expected, except in No. 7. 6 and 7 have been 
extensively utilized in cattle. It is reported number 8 has a favourable 
effect upon experimental animals, and is about to be tried on human 
cases. Number 7 has produced a protective inhibition in babies, born 
of tuberculous parents, but in whom no disease had developed at the 
time of administration. It is given to the babies by mouth, rather a 
fortunate method, in these days of anti-vaccination. Number 6 is 
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reported to influence disease caused by tubercle bacilli of the bovine 
strain, when the vaccine is made from the human strain, and to influence 
human bacillary disease when the vaccine is made from the bovine 
strain. 
Your Post as Health Officers 

May I speak of the city which employed me as Health Officer? In 
1910 we formed there an Anti-Tuberculosis Society and worked for two 
years endeavouring to help needy cases. We were discouraged by 
business people in trying to get a sanatorium. What is the condition 
there now? The general death rate (corrected, including residents only) 
was 8.63 per 1,000 in 1925. This is very creditable. The tuberculosis 
death rate was 80.7 per 100,000 population the same year. This is 
twenty higher than the provincial rate, and almost twice that of Hamil- 
ton, which has nearly five times the population. I suggest that in such 
a community the M.O.H. might make it a personal matter to visit each 
of g¢hese homes, and by detailed inquiry from the family and their 
doctor, probably help the prophylactic work to protect the balance of 
the family from developing the disease. He could get the contacts 
examined twice a year. He could help the family get Mother’s Allow- 
ance immediately it is permissible, and this in Ontario occurs as soon 
as the breadwinner cannot work. In a few months of such interest 
shown by the M.O.H., the medical men would certainly fall in line by 
letting him know of cases they are attending. The laboratory examin- 
ation of sputa also would give him information. Eighteen deaths gave 
this city a rate of 80 per 100,000. Eighteen families are not many to 
visit. There presumably are 180 active cases in this city in question, 
100 of these giving off infection. The city’s health work has always 
been good, following its typhoid fever disaster in 1906. In 1920, its per 
caput annual cost for public health was the second highest in Ontario, 
(Toronto only, exceeding it). I cite this city because its tuberculosis 
death rate is not alarmingly high. Its number of cases are so few it 
might be thought not worth while to trouble over, and yet personal 
interest by the M.O.H., home supervision by the Public Health Nurse, 
co-operation by the medical profession, and financial aid in the home 
or institutional care of the cases, as well as in the care and assistance of 
the kiddies and others in the home, will save one-half of these deaths, 
and decrease the number of cases and possible centres of infection by 
ninety. Saving one-half of the people who die each year seems sufficient 
reward for a little organization of health machinery already provided, 
but cutting down the probable infective population by ninety is the 
encouraging feature. 











Diet and Hygiene of Pregnancy from the 
Nurse’s Standpoint 


By Exizasetu L. SMELLIE, 
Chief Superintendent, Victorian Order of Nurses. 


The title bothered me very much at first, until I learned it was 

not usual to pay much attention to it. Later the addition of the 
qualifying phrase, “from the nurse’s standpoint”, seemed to provide an 
excellent opportunity to attack from rather a different angle a subject 
very close to the hearts of all Public Health Nurses to-day, namely, the 
nursing supervision of women during pregnancy, and the problems 
involved in giving it. 

In speaking to an enlightened group of professional people such as 
this, to go into the detail of, and to outline generally approved pro- 
cedures, might appear presumptuous, and one would not dare to risk it 
even if so inclined. Here, too, one has the privilege of addressing 
representatives of that steadily increasing group of public-spirited lay 
people sufficiently interested in the betterment of health and social con- 
ditions throughout Canada to belong to such an Association as this, and 
to participate in its activities. Their attitude in regard to the question 
of the provision of adequate prenatal care for all women, rich and poor 
alike, is worthy of consideration; and it is well if conditions are to be 
improved that they too should be better acquainted with the problems 
that we meet from day to day, as workers in the field. 

According to the Committee which drew up the Standards for the 
Children’s Bureau, “Prenatal care is that part of maternal care which 
has as its object the complete supervision of the pregnant woman, in 
order to preserve the happiness, health, and life of the mother and 
child. Therefore, all pregnant women should be under medical super- 
vision during their entire pregnancy, for it is only by careful routine 
prenatal care that pregnancy and labour can be made safer”’. 

The number of women at present receiving prenatal care of any form 
is a small fraction of the whole. Although we know each detail of the 
care and supervision of even the so-called normal case should be con- 
sidered of vast importance, and every expectant mother guarded and 
guided most carefully during her pregnancy, unless one grasps the fund- 


Read at the Canadian Health Congress, Toronto, May 5, 1926. 
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T HIS is not going to be an original statistical or medical paper. 
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amental idea of prevention as applied to obstetrics, there can be no real 
comprehension of prenatal care. 

I am going to base my paper this morning on an extract from Bulle- 
tin 21 (1924) of the pamphlets issued by the British Ministry of Health, 
in which Dr. Janet Campbell says, “The problem of maternal mortality 
is an extremely complicated one. It cannot be solved by any one 
means, but rather by correlated action in several directions, medical, 
nursing and social”. A gathering such as this representing public health 
groups, official and voluntary, from all over the country gives the very 
opportunity we need to discuss the matter candidly in the hope that as 
a further step towards solving this great problem we may first better 
understand one another, each become more cognizant of the work of 
the other, and better aware of the facilities available which if properly 
used would often ensure more adequate maternal care. 


In dealing with the subject of prenatal supervision, I propose to take 
it up first under three headings, and from the point of view of the 
rseponsibilities assumed by a nurse, whether she be engaged in educa- 
tional and teaching work in the homes or undertaking it as part of a 
general maternity programme, including natal and postnatal nursing 
care. First, with regard to her relationship to the physician, I cannot 
do better than to quote from a recent paper given by Miss Van Blarcom 
(former Assistant Superintendent of Johns Hopkins Hospital and author 
of the book “Obstetrical Nursing”). The nurse’s part “is to assist the 
physician in carrying out the prescribed details of supervision, instruc- 
tion and care of expectant mothers, and to work toward the ideal of 
having every expectant mother in the land under medical care from the 
beginning of pregnancy”. . . . . “In her relation to the physicians 
the nurse must be so convinced of the rightness of their procedures 
that she gives unquestioning loyalty and confidence, since her work is of 
necessity an interpretation of their ideas and wishes. She must appreciate 
the fact that every detail of maternity work originates in and is guided 
by the medical profession”. 

In regard to her relationship with her patient, the nurse should be 
the type of woman who will be considerate of the patient, of her tra- 
ditions and her environment, who will be content to win her way gradu- 
allv and be able to inspire her patient with confidence and liking. She 
must be ethical, and to do effective work should be absolutely convinced 
of the necessity and value of her contribution for the future welfare of 
mother and child. 

With regard to the community, we here to-day agree that in both 
town and country skilled care during pregnancy and labour is necessary. 





i 











336 THE PUBLIC HEALTH JOURNAL 


When the time comes that women and their husbands realize the neces- 
sity of such care and demand it, communities will be compelled to accept 
the fact that women bearing children have a moral right to be properly 
protected, and the need will undoubtedly be met. There is so much 
ignorance abroad that indifference and distrust prevent tiie general 
acceptance of the necessity of prenatal care. This type of public health 
education is a particularly difficult one to deal with. Women themselves 
have yet to be convinced. They do not bother about statistics; they are 
much more apt to attach importance to personal observation, and they 
may have iittle intimate knowledge of the complicated case, nor realize 
how very easily the apparently normal one can become a scrious surgical 
emergency. We have in this group the two extremes. For instance, 
a woman may have a kind friend who pours into her ear a long series 
of tragedies which may happen to her. Many of these tales are un- 
reasonable and unfounded, yet they may be accepted as facts by the 
prospective mother, and persistently haunt her, disturbing her peace of 
mind. Here the intelligent nurse can be of great assistance in allaying 
unreasonable fears and relieving her distress. On the other hand, with 
many women there is the necessity of dispelling the illusion that having 
babies is a perfectly natural process, which if let alone will take care 
of itself. These contrasts in point of view constitute of themselves a 
problem in dealing with public health education with reference to pre- 
natal work. 

Just here I should like to quote Miss Van Blarcom again: “No one 
denies the value of good soil, warmth, and moisture in raising flowers 
and vegetables, nor the necessity of doing away with weeds, harmful 
insects, or blight; but only rarely is this the attitude taken towards rais- 
ing babies. When husbands, mothers and other advisers do see baby 
culture in the same light as horticulture, more expectant mothers will 
be under care and supervision”. 


In doing prenatal work what do we note with regard to these various 
relationships, taking them in reverse order. As to the community at 
large, we reiterate a continuous educational programme is necessary, the 
oLject being that eventually every mother in the country will realize the 
necessity of it, and will have the benefit of the prenatal care now limited 
to a few. The missed cases are not alone those unfortunate isolated 
women beyond the reach of a doctor and unable to obtain medical and 
nursing care, but include also a large number in the small town, and in 
the large city, east end and west end, who have no conception of what 
prenatal care is, nor what it may mean to their future health and happi- 
ness at Jeast, with even the possibility of the saving of a needless death. 
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As to the patient herself, the ideal type of nurse is not going to be 
considered as merely a deputy from the physician delivering, as a pre- 
scription, a definite routine to follow. It would simplify matters con- 
siderably if this were the case. What is needed rather is a capable, 
friendly adviser, prepared further to interpret and explair the doctor's 
instructions, and to help the patient to adjust them to suit her individual 
needs, whether these be family worries needing adjustment, economic 
factors complicating the situation, unreasonable fears to set at rest, or 
innumerable trifling obstacies which are apt to assume undue proportion 
at this time unless pains are taken to surmount them, and to explain the 
simple and sensible procedures relative to the hygiene of pregnancy. 
Otherwise to her these directions may seem quite unrelated to her own 
or her baby’s welfare, though their observance may mean much to them 
both later on. Without a close relationship existing between patient and 
nurse prenatal visits will not attain their real purpose. We all know of 
the exceptional case where prenatal visits are not welcomed because of 
other children in the home, the curiosity of neighbours and se on. This 
attitude may be changed, and the good judgment of the nurse in plan- 
ning and making visits can help a great deal. I should like to give you 
an instance that occurred on one of our large city districts recently. The 
letter reads: “One of the nurses opened a prenatal case last week and 
the patient paid her $1.00 for the visit, an expression of her appreciation 
of the work. We had taken care of this woman when a2 baby came 
before, and as a routine applied for her folder from the record office. 
On the inside of the history sheet for last time there was a note stating 
‘patient does not co-operate, does not want prenatal visits, will not let 
nurse in when she calls’. This year she insisted on giving the aurse 
$1.00 for her prenatal visit”. 

Now as to the nurse’s relationship with the physician, in which the 
primary interest of each is the welfare of the patient and a complete 
recovery, the nurse’s obvious duty is to follow-up instructions and to see 
that they are carried out. Being in touch with the patient regularly, 
she is able to keep the doctor informed as to the patient’s condition, 
her visits not taking the place of but supplementing the doctor’s visit, 
and serving as a link between. In many instances the nurse comes in 
contact with a pregnant woman before she has contemplated consulting 
a physician. She may have no definite arrangement in her mind at all, 
very often because of not being in a financial position to approach a 
doctor. There may have been frequent pregnancies, the expenses of 
the last one may not have been met, she may not be able to leave her 
home on account of other cares, or there may not be clinic service avail- 
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able and the family be a public charge. The mother may decide (and 
she frequently does) when the time comes she will just “chance it”, 
hoping to secure assistance at the last moment as an emergency. Natur- 
ally the nurse’s greatest effort is directed towards ensuring the p-os- 
pective mother medical attention at the earliest possible moment. Where 
this is not obtainable, her plight is sad indeed. 


The physician’s attitude towards nursing supervision during preg- 
nancy is generally sympathetic, and the nurse is looked upon as an in- 
valuable co-worker. Just two weeks ago I came across these lines in 
reading Osler, from one of his letters: ‘““No class of men need friction 
so much as physicians; no class gets less”. On thinking the matter 
over I came to the conclusion it might be an act of kindness to mention 
some of the obstacles which do constitute a real difficulty and prevent 
our working as effectively with the physician as we would like. Since 
I have been thinking about this paper, nurses in both official and volun- 
tary agencies have written to me; and in some cases we have discussed 
these various problems, because we feel it is of vital importance that 
we should be of the greatest possible assistance to the physician and to 
the patient in carrying on prenatal work; and we want to do our best 
to prevent misunderstandings arising. 

The problems most frequently met on the district are: 

(a) Late notification. Many times patients themselves delay con- 
sulting a physician, and he cannot refer them. On one Victorian Order 
district, of a series of 90 cases carried during one month and picked at 
random, 34 were emergency cases and had no prenatal care whatever; 
41% of the remainder were referred in the eighth and ninth month. 
Many times physicians assure the nurses that they realize they are busy 
and do not want to add to their labours by referring prenatal cases, 
(this is really mistaken kindness); and again, there is sometimes ad- 
mittedly oversight or neglect in reporting cases promptly or regularly. 
It might interest you to know that while our figures are not yet abso- 
lutely complete for 1925, we do find that this year in our centres 
throughout Canada where prenatal care was available in so far as the 
referring to the nurse was concerned, 4,955 women were attended at 
time of delivery who had no prenatal visits. We have, however, had 
fewer of these emergency calls than in 1924; and while our total number 
of births and obstetrical cases attended was lower in 1925, 866 more of 
these cases sought prenatal care than in 1924. Our visits to expectant 
mothers rose from 30,982 to 33,205. 

(b) This also is a statement made: 
After urging a patient for some time to go to a physician, a nurse 
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calls again to find she has finally gone but examination has not been 
made; there has been no suggestion of a urinalysis, and the patient has 
been told not to return again, to send for the doctor when needed. This 
is a little discouraging. What are nurses to do when in response to 
their query to the patient, “Have you sent a specimen to the doctor?” 
the reply is, “He told me it was not necessary unless I was not feeling 
well”. This happened in one district four times in two weeks. 


Then there is the question of the final examination. Nurses are 
taught that maternity care is not complete until the sixth week examin- 
ation has been made by the physician. Patients delivered in the larger 
maternity hospitals or attending a prenatal clinic have usually been in- 
structed to return for examination later. There are popular articles 
written to-day on the subject. Intelligent women read these and receive 
pamphlets in which, if they are interested enough to read, they note it 
is referred to as a foregone conclusion. What shall nurses reply when 
asked why this has not been done? 

(c) Again, we have been assured that “breast feeding is the best 
health insurance any mother can give her child”. Although during the 
prenatal period education along these lines may have accomplished 
much, unless the moral support of the physician is behind the nurse in 
the somewhat difficult case in which to establish breast feeding, the 
physical labour and patience involved on the part of both mother and 
nurse to achieve it will be absolutely lost, and the influences the other 
way eventually win the victory. Is this not a very vital matter? 

(d) The employment of the untrained woman where services of a 
trained nurse are available. The usual explanation of this is “she 
understands my ways”, or “the patient wants her”. 

The provision of home help during the time the mother is in hospital 
or laid aside is everywhere a problem. (Just here we would like to 
pay tribute to the plan being worked out in Toronto, for which the 
local Red Cross is financially responsible, and in which the housekeeping 
rather than the nursing aspect is stressed.) There is always a place, 
and an honourable place, for such a worker. Do the doctors not prefer, 
however, and where it is available, if they insisted upon it, could they 
not many times avail themselves of the services of a trained nurse 
before, at the time of delivery, and afterwards? 

(e) The question of a urinalysis being done and blood pressure 
taken throughout the district by nurses must be left to the decision of the 
individual medical man and the Advisory Medical Committees of Local 
Nursing Organisations. There is a great deal of difference of opinion 
regarding it; and in most nursing organizations where it is done, it is in 
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follow-up work from prenatal clinics in connection with out-patient de- 
partments of hospitals, or depending on the wish of the individual 
physician. This is a question for them to determine. 

Dr. Fred Adair, Associate Professor of Obstetrics at the University 
of Minnesota, in an address given in Washington in January, 1926, says: 
“There should always be frankness and harmony between those who are 
officially responsible for carrying on the work and those who are actu- 
ally in the field. . . . Physicians should recognize the fields of 
activity occupied in prenatal work by nurses and social workers. Each 
should take pride in his own work and respect the ability and useful- 
ness of those in other fields of activity, so that all may work together 
in harmony for the preservation of the happiness, health and lives of 
mothers and their offspring”. 

In the discussion following I have no doubt valuable suggestions will 
be given as to factors which would contribute considerably to ensuring 
more general maternal care for those unable now to procure it, whether 
because of ignorance, of inaccessibility, or of financial limitations. To 
lead up to this it seems advisable to offer a few suggestions, several of 
which were brought forward in papers given at the Ontario Nurses’ 
Association meeting in London last year: 

Prompt notification of births and still-births. 


Perseverance in the effort to educate the public generally as to the 
urgent need of prenatal care. 


(More attention to be devoted to the prospective fathers.) 


The fathers have not been taken sufficiently into consideration so far 
in prenatal work. Many of you have undoubtedly seen an account of 
the Fathers’ Council, which is conducted at the Infant Welfare Centre, 
in Kensington, in co-operation with the Committee. The chief aim is 
to bring home to fathers the responsibilities that rest upon them in giving 
the child a proper start in life. 

The provision of medical and nursing care for mothers before, during 
and after their babies are born. 

More free maternity beds in hospitals—many more! 

Government aid to provide physicians for outlying districts. 

More outposts. 

More district nurses in small scattered communities. 

Domestic aid for those in need of it. 

Some provision for those financially unable to obtain proper care 
and sustenance during pregnancy. 

Increasing use made of prenatal letters. (The Federal Department, 
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and recently the Child Welfare Association, have made valuable con- 
tributions in this respect.) 

Better housing conditions. 

Effort on the part of social and other philanthropic agencies to direct 
pregnant women, not yet planning either to enter hospital or to have 
professional nursing care, to consult a visiting nurse. 

Consideration of the value of health examinations (not as an indi- 
vidual alone, but as prospective a parent and in relation to her offspring). 
The result of all preventive work now being done should eliminate many 
of the attendant ills of pregnancy, (tuberculosis, rickets, faulty nutrition, 
mental and physical defects, prevention of scarlet fever and diphtheria, 
or venereal disease, etc.). 

Closer relationship between all official and voluntary health agencies. 

Less emphasis on the division of curative and preventive work in 
obstetrical work particularly. (How else will the skeptical be con- 
verted?) Sir Arthur Newsholme, in addressing a gathering of Public 
Health Nurses in Leeds, last July, said that it had been a great mistake 
to try to draw a line of demarcation between curative and preventive 
medicine. In all the progress that had been made, preventive and cura- 
tive medicine had tended to merge one into another. This was especially 
true of the work of the nurse. 

More well qualified Public Health Nurses. 

You will think of others undoubtedly. I have not attempted to 
cover all. 

Now, in conclusion, it is wise to admit that you will occasionally 
meet a nurse who does not come up to your expectations. Will you as 
medical men be tolerant? (By that I do not mean “lenient” if she is 
a failure in so far as the work is concerned), but please remember how 
much is expected of her to-day. She must be an efficient nurse, being 
canny, a qualified teacher, a brilliant public speaker, an invisible leader 
of men, an oracle to women, a lover of children, an economic genius, 
an expert statistician, an eminent writer, a good publicity agent, a 
diplomat and innumerable other things. Having been taught as a child, 
to be seen and not heard, and later professionally to keep herself 
in the background, has she not, too, her individual problems to 
face, in order to be all things to all men? 

I cannot do better than give you the concluding paragraph of Miss 
Mary Gardner’s address last July, to The International Congress of 
Nurses, assembled in Helsingfors: 

“The public health nurse has already been granted a rare privilege 
of service, and I see for her in all our countries a still greater future. 
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But I believe that that future will be built only on the character of 
the nurse herself, and on her ability to find for herself a place in the 
life of her community. This place she will only find if she is fitted to 
fill it, and to fill it she must be skilled in nursing, kind and tender of 
heart, and endowed with that wisdom for which King Solomon prayed, 


and which as long as the world endures must make itself felt as a power 
for good”. 





SE OTR ABER cE IFRS 








Report of an Epidemic of Diphtheria in 
Scarboro Township 


By C. D. Farguuarson, M.B., 
Medical Officer of Health for Scarboro, Agincourt, Ontario. 


During the latter part of August and the first of September, 
1925, a milk-borne outbreak of diphtheria, which was traced to a 
carrier in a dairy, broke out in the Regent’s Park section of Scarboro 
Township. 

Altogether there were 12 cases, with 1 death. Later, when swabs 
were taken, from all the pupils in the school, 7 carriers were found cf 
virulent diphtheria bacilli. These were quarantined. 

Towards the end of August, before school opened, there were a num- 
ber of cases of diphtheria reported here and there in one section of the 
township. At that time there was no common meeting place for the 
children to account for so widespread an epidemic. The only thing 
found in common was that every family affected obtained milk from 
the same dairy. 

This dairy supplied unpasteurised milk, and as it was in the town- 
ship of North York, Dr. C. Hill, M.O.H. of that township, was notified, 
and he took swabs from the nose and throat of everyone who had any- 
thing to do with handling milk there. 

He found two hired men who both harboured virulent diphtheria 
bacilli. One of these had been employed in the dairy for a long time, 
and the other had arrived but a few days before the first cases occurred. 
This latter man had an inflamed throat. He was removed to the Isola- 
tion Hospital in Toronto. 

On account of the outbreak among the customers of the one dairy 
and the finding of a carrier there who still had signs of throat inflam- 
mation, it was considered that these men were the cause of the epidemic. 

To prevent new cases appearing in the school, which had opened on 
September Ist, nose and throat swabs were taken from each child (about 
50 in all). Of these, 11 were reported positive, but only 7 were virulent 
when tested. These 7 were quarantined. This brought the epidemic to 
an end. 

While the people were still interested, permission was obtained to 
immunize the school by inoculations of diphtheria toxoid. To prevent 


343 


344 THE PUBLIC HEALTH JOURNAL 


severe reactions, a preliminary small dose, 2 c.c., was given and the 
children observed after 48 hours. To those who showed severe re- 
actions, either local or general, another small dose, .2 c.c., was given, 
and the others were given the regular dose of .5 c.c. This was repeated 
in a month. Altogether 83 children were immunized, as a number of 
pre-school children were brought by their parents. 

The work of culturing and examining the swabs was done at the 
Provincial Laboratories. Virulence tests were done on all those re- 
ported positive, as this eliminated the non-virulent ones and cut down 
the number of houses to be placarded. 

No preliminary Schick test was done before immunizing the cht- 
dren, as it was felt that almost all would be positive at the ages with 
which we had to deal. 

Within a week aftér the last inoculation, two children who had deen 
treated, and one who had not been treated, took diphtheria; all recov- 
ered. Up to the present there have not been any more cases of diphtheria 


among the inoculated, but there have been two cases among those not 
inoculated. 








Scarlet Fever Immunization, Further Experience 
in the City of Kingston 


By James Mitter, M.D., 
Pathological ‘Laboratory, Queen’s University, Kingston. 


In the November number of the Pustic HEALTH JouRNAL, 1925, a 
short note was published recording the experience of Kingston City in 
an attempt to immunize the child population against scarlet fever. It 
was felt at the time that it was probably too soon to speak of any 
definite result. Hence this further note bringing the statistics up to date. 

The general facts of the situation may be recapitulated. A city of 
23,000 inhabitants, with a child population of some 10,000, has had 
endemic scarlet fever for four years. Each winter while the children 
are shut up in schools there has been a rise in the number of cases to 
thirty or more per month. Each summer, with the opportunities of 
recreation in the open air, and as a result of the holidays, the number 
of cases has fallen. So numerous were the cases in January and 
February, 1925, that it was felt that something drastic should be tried; 
and as the Dick method of immunization had been tested and proved 
elsewhere, the City Health authorities decided, in conjunction with the 
Provincial Board of Health and the Connaught Laboratories, to offer 
free inoculation. This was done, and some 1,200 children and adults 
were vaccinated. The measures adopted were inadequate in two respects. 
First, only a relatively small proportion of children responded to the 
offer; secondly, the dosage reached in the third inoculation, although 
thought to be adequate at the time the experiment was made, has since 
proved to be ineffective for complete immunization. In Table I the 
dosage for the different ages is given, and in Table II the statistics of 
scarlet fever for the years 1924-25 and -26 are set out. The numbers 
are supplied through the kindness of Dr. Williamson, Medical Officer of 
Health. 


TABLE I 
Age 1 2 3 
0-3 100 skin doses 200 skin doses 200 skin doses 
3-12 100 skin doses 200 skin doses 400 skin doses 
Adult 200 skin doses 400 skin doses 1000 skin doses 
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TABLE II 


1924 1925 
30 
38 
30 
12 
11 
17 


September 
October 

November 
December 


From a study of the results recorded in Table II it will be seen that 
a fall in the number of cases of the disease occurred immediately follow- 
ing the inoculation in March, 1925. The number of cases remained 
down throughout the summer and fall, except for slight rises in the 
months of June and October; but what is most significant is that there 


was no appreciable winter rise. It is scarcely possible to explain this 
absence of an increase of cases in the winter months on any other 
grounds than these, that a considerable proportion of the children of 
school age had been at least partially protected by the inoculation. The 
effects of this immunization will, of course, wear off entirely, so that 
steps are being taken to. bring the matter again before the public in 
order that they may take advantage of what is undoubtedly an effective 
method of reducing the number of cases of a disease which is by no 
means negligible. 








Transfer of Infection by Handshakes 


H. W. Hirt, M.S., M.D., D.P.H., L.M.C., Director; Vancouver General 
Hospital Laboratories; Professor of Bacteriology, and of 
Nursing and Health, The University of British Columbia, 
and 
Heten M. Martuews, B.A., Assistant, Department of Bacteriology, 
The University of British Columbia. 


A Thesis submitted for the Degree of Master or Arts, 
By Miss MaTHEws. 


The University of British Columbia, April, 1926. 


In a series of experiments we have shown that organisms, both 
non-pathogenic and pathogenic, are transferred from one hand to 
another in hand shaking,—a fact of great importance in the study of 
the spread of infection. 


Technique 


The following technique was used in each experiment: At first 
(Experiments 1—8) cultures of B. prodigiosus of varying age (4—10 
days) were used, usually the pure culture control of the previous ex- 
periment; but later, (Experiments 9—17), the cultures of B. prodigiosus 
were, on the average, two days old, grown at room temperature on 
nutrient agar. An emulsion of the culture was made in .75% saline 
solution. 

In experiments when pure cultures of B. tuberculosis, B. diphtheriae 
and B. typhosus were used, emulsions were also made in .75% saline. 
Because of its dry growth the B. tuberculosis culture was thinned out to 
a smooth suspension by rubbing the culture in a few drops of saline 
solution with a sterile loop against the side of the test tube. The 
sputum used was obtained from the patient the day before the experi- 
ment was performed. Just before using, the sputum was well shaken. 

Test-tubes, each containing a sterile swab, were laid mouth out on 
the edge of the bench. In test-tubes were the emulsion of the 
organism to be used, a large sterile swab for swabbing the emulsion on 
the hand, and several tubes of sterile saline for moistening the swabs. 
All the plugs were then taken from the swab-tubes and the hands made 
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ready for the experiment by thorough washing with warm water and 
soap. 

When the “give-hand” was dry, or nearly so, the suspension was 
swabbed on the give-hand with a large swab and left moist or allowed 
to dry according to the form of the experiment. 

The terms used describing the condition of the hands have been, 
first, “dry”; second, “dry to eye and moist to feel”; and third, “moist”. 
By “dry” we mean hands that look and feel dry and do not feel the 
coolness of evaporation when swung through the air; by “dry to eye and 
moist to feel”, the hands look dry but feel damp when rubbing the 
thumb and fingers together and feel cool when moving in the air; and 
by “moist”, hands that both look and feel moist. 

When B. prodigiosus was used, the left hand was the “give” hand 
and the right the “take” hand, i.e., the right and left hands shook each 
other; but later, when pathogenic organisms were used, the hand shake 
was from one person to another, using the left hand of each so that 
the right hand of each was free to handle apparatus when necessary. 

Swabs were taken of both the “give” and the “take” hands, just 
after washing, by moistening a sterile swab in sterile saline and then 
rubbing over the surface of the hand; this was done to make sure that 
the bacteria to be smeared on were not adventitiously present. Then, 
after smearing the “give” hand with the emulsion or sputum, swabs 
were taken from the middle of the palm up the mid finger (M,) before 
and after the hand-shake to make sure that the bacteria put on were 
present. Swabs of the “take” hand were made after the hand-shake. 
These consisted of swabs of the base of the palm (P,), the upper half 
of the palm at the base of the fingers (P,), each of the five fingers 
(1—5), and each of the five finger itps (T,—,;). The swabs were 
cultured on agar slants, except those of B. diphtheriae, which were 
smeared on serum. 


Means of Identification 

When using B. prodigiosus no staining was necessary, as the colour 
of the B. prodigiosus colonies identified it. However, when using B. 
tuberculosis, B. diphtheriae and B. typhosus, staining of smears from 
the colonies was necessary. B. tuberculosis was stained by Ziehl- 
Neelson’s method,, B. diphtheriae by Albert’s, and B. typhosus by Gram’s. 
Hanging drops and agglutination tests were also used in identifying B. 
typhosus. 

The disinfectant (*) used was made up of :— 

640 cc. commercial alcohol (95% EtOH). 
Harrington, Richardson—Practical Hygiene, 1914 ed., p. 606. 
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300 cc. distilled water. 

60 cc. commercial Hydrochloric (35% HC1). 
0.8 gms. HgCl,. 

The agar used contained :— 

1% peptone—Bacto. 

0.5% NaCl—C.P. 

3% Beef Extract (Lemco). 

1.5% Agar-Bacto. 

Loeffler’s serum was used for diphtheria. 

Saline—.75% NaCl (C.P.) 

The experiments were so performed as to duplicate the chief 
varieties of natural conditions of the hands when shaking,—+.e., surface 
(a) dry, (b) moist; and the process (a) firm, (b) dragged. 

For the first seventeen experiments an emulsion of B. prodigiosus 
was used to smear on the give-hand. In Experiment 1 there was no 
growth of prodigiosus from the swabs presumably from the disinfectant 
or from incubation at 371%4°C. Experiments 10 and 11 resembled Ex- 
periment 1, but in Experiment 10 the cultures were incubated at 374°C, 
and in Experiment 11 the hands were disinfected while washing, 1.c., 
before shaking. In neither case did transfer show by growth of the 
B. prodigiosus. Experiments 2 to 8 varied as to dryness of the hands 
and as to the kind of shake. For Experiment 9 the culture of B. 
prodigiosus used to make the emulsion was only two days old, whereas 
the cultures in the preceding experiments had been 4—10 days old. 
There was so much more growth that the first eight experiments were 
repeated with cultures 2—3 days old. The number of transfers in 
Experiments 3—8 (9 hand-shakes, as some experiments were double) 
were to the palms, nine positive swabs out of a possible eighteen; 
fingers, four out of forty-five; tips, one out of forty-five. Experiment 
9 had 4 out of a possible 4 to the palm, 10 out of 10 to the fingers, 
and 8 out of 10 to the tips; in Experiments 12—17 (9 hand-shakes) 
palms, 18 out of 18, fingers, 33 out of 45, and tips, 11 out of 45. Ex- 
periments 7, 8, 9, 14, 15, 16 were double, i.e., with two hand- 
shakes, the first with both give and take hands dry, and the second with 
one or both hands moist. During the six dry hand-shakes there were 
thirty-eight transfers, and during the six moist hand-shakes there were 
thirty, showing that transfer was better when the hands were dry. 

For Experiments 18—24 pathogenic organisms and body discharges 
containing pathogenic organisms were swabbed on the give-hand just 
before the hand-shake. During Experiment 18 B. tuberculosis transfer 
was made during the dry shake to the base and top of the palm fingers 
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4 and 5 and the tip of the third finger, and during the moist shake to 
the base and top of the palm to the five fingers and to the second, third 
and fourth finger tips. Tuberculous sputum was used in Experiment 
19 and transfer was made to the second, fourth and fifth fingers during 
the dry hand-shakes, and the tip of the third. A pure culture of B. 
diphtheriae was smeared on the give-hand in Experiment 20. Transfer 
was made during the dry shake to the top and base of the palm, fingers 
1, 2 and tip of the second, and during the moist shake to the base of the 
palm fingers 1, 3, 4 and 5 and the tip of the first four fingers. In the 
next experiment diphtheria sputum was used and the top of the palm, 
fingers 2—5 and the tips of the first and fourth fingers in the dry shake, 
and the base of the palm and the second, and third fingers in the moist 
shake received B. diphtheria from the give hand. Then in Experiment 
23 the give hand, smeared with a pure culture of B. Typhosus, gave 
transfer only in the moist hand-shake to the base of the palm and to 
the tips of the first and second fingers. Typhoid faeces were used, but 
no growth showed transfer, and owing to lack of time this experiment 
could not be duplicated. 


Discussion 
Shaking hands is one of the most common customs of our civiliza- 
tion. Business men meeting friends, acquaintances and _ business 


associates shake hands many times each day. Professional men and 
women shake hands often through the day, and sometimes when meet- 
ing a group of people will shake hands many times in close succession. 
Women, too, shake hands, although perhaps not as often as men. Of 
course there are people, especially of the laboring class, who seldom 
shake hands while at work, but do so out of working hours. Although 
not in a formal hand-shake, children clasp hands many more times than 
adults, and their hands are more likely to be dirty and are more often 
in their mouths—a fact that may help to explain the prevalence of 
“contagious” disease among children. Estimating as an average one 
hand-shake per person per day, the population of America (129 
million)? would yield at least 128 million hand-shakes per day. If one 
per cent. of the population were diphtheria carriers? and one-half of 
them had virulent organisms on the hands there would be a half-million 
transfers of diphtheria bacilli each day by hand-shaking alone. If 1 to 
2 per cent. of the population were chronic typhoid carriers and 10 per 
cent were temporary carriers* “B. typhosus itself as well as other 
~ 1U.S.—105,710,620 (1920); Mexico—14,234,799 (1921); Canada—8,788,483 
(1921). 
schetnieactaital and Modes of Infection. 
3Chapin—Sources and Modes of Infection. 
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faecal organisms can be isolated from the fingers of carriers”*—there 
would be several million of transfers of B. typhosus each day. 

However, because of the intermittency of excretion every carrier 
has not virulent organisms on his hands, or, if he has, they are not 
always transferred; perhaps because the number of organisms is few 
or they are not on the part of the hand that touches during the hand- 
shake. If the organisms are transferred they may not cause disease; 
first, they may not enter the body; second, they may not reach the part 
of the body suited to their reproduction; and third, the person infected 
may be immune. 

Chart No. 2 shows that the greatest number of transfers is made 
to the palm of the hand. This is probably from the fingers, as shown 
by a study of the mechanism of the hand-shake. The fingers are con- 
taminated more often by excreta than the rest of the hand, and hence 
they transfer, by hand-shaking, any adhering organisms to the palm of 
the take-hand; but, considering body infection, the palm of the hand 
is less likely to transfer infection than the finger tips. Owing to these 
factors disease is not transmitted as much as these experiments would 
seem to indicate. 

Hand-shaking seems even more important in the transference of 
disease than the use of a common towel—the former direct contact be- 
tween unwashed hands, the latter indirect contact between washed 
hands. 

The hands are used for everything—eating, dressing, work of all 
kinds and for the removal of excreta from the body. If, then, we shake 
hands and receive some bacteria, unless we are careful we shall have 
transferred in a short time the organisms to our mouths. On the other 
hand, if we ourselves do not keep our hands clean we may transfer 
infection from ourselves to others. Our hands are continually in or 
on our mouths. The number of people in a crowd who have their 
fingers in the mouth has been calculated to be about 10%. It is often 
just a nervous habit or biting the finger nails. Another habit is that of 
moistening the fingers before turning pages. It is a habit common to 
all classes and ages of people at any time of the day, whether the hands 
are clean or not. It might be after shaking hands with a diphtheria 
carrier or after a carrier has moistened his fingers to turn the leaves 
of the same book. We do not realize how often we put our fingers in 
our mouths until we have some organisms or discharges on our hands, 
and then we have our fingers to our mouth only to realize that in doing 
so we would infect ourselves. 


‘Journal, Royal Army Medical Corps, July, 1913, p. 657. 
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Summary 


1. Organisms have been transferred from one hand to another during 
hand-shaking in all cases (30 hand-shakes) except in the following 
instances :— 


a. Typhoid faeces were used (Experiment 24). 

b. The hands were disinfected (Experiments 1 and 11). 

c. The B. prodigiosus cultures were incubated at 37%4°C. (Ex- 
periments 1, 2 and 10). 


2. The transfer of organisms was as good, if not better, when the 
give-hand was dry than when both hands were moist. 

3. The greatest transfer was found to the palms of the hand; in 
fewer instances to the fingers, and least of all to the finger tips. 
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A Study of Milk Problems in Canada 


By a Committee of the Canadian Public Health Association 
Dr. M. M. Seymour, Chairman 


(Continued from last issue) 


Standard Definition for Pasteurization 

The factors which control the temperature and time at which milk 
should be pasteurized are: 

(a) The thermal death-point of pathogenic bacteria. 

(b) The margin of safety required in view of defective technique in 
pasteurization. 

(c) Representations from “the trade” to protect the supply against 
deterioration due to excessive temperature. 

Rosenau says “It may be stated with confidence that the tubercle 
bacillus, the typhoid and the dysentery bacilli, the diphtheria bacillus, the 
cholera vibrio, the specific cause of scarlet fever, the streptococci and the 
harmful micro-organisms which get into the milk, are rendered harmless 
by heating to 60°C. (1400 Fahr.) for twenty minutes. I am dogmatic 
upon this point, because I have made it the subject of much study in the 
laboratory. Further, the experience and experiments of many scientists 
who have investigated this subject are very clear upon this point. It is 
fortunate that the thermal death-points of the pathogenic bacteria that 
most concern us are below those of the ferments in milk, for in this way 
the infections may be destroyed without seriously altering the quality of 
the milk.” 

The fixing of a standard definition throughout Canada for the term 
“pasteurized milk” is desirable and it is recommended that the following 
definition, which provides the minimum factor of safety, and which, 
since it is in common use at the present time, should be acceptable to 
those concerned with the commercial aspect of milk supplies, be adopted. 

“Pasteurized milk is milk which has been heated to a temperature of 
not less than 142° Fahr. and not more than 145° Fahr., held at such 
temperature for not less than 30 minutes and then immediately cooled to 
a temperature of 50° Fahr. and held at or below this temperature until 
delivered to the consumer. 
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Control of Pasteurizing Plants 


Difficulty has been experienced in certain localities in connection with 
the establishment of new pasteurizing plants. 

A new dairy company may announce its intention to construct 
and operate a milk pasteurizing plant and when the plans begin to 
materialize it is found that the equipment is of a most inferior type and 
the operator has practically no knowledge of the requirements of 
scientific pasteurization. 

Some restrictions regarding new pasteurizing plants in a municipality 
would seem to be necessary, and the following suggestions are offered: 

(1) A prospective pasteurizing plant should furnish satisfactory 
proof of its ability to properly finance a plant. 


(2) The operators of plants should be required to have experience 
and furnish proof of training and education, and be licensed, as cheese- 
makers are in certain provinces. 

(3) Pasteurizing plants before receiving a license should pass a suc- 
cesful probation period of two or three months, and during that time 
should demonstrate their ability to pasteurize scientifically and place a 
safe and satisfactory product on the market as shown by inspections and 
the results of the bacterial count in their milk. 


(4) In the event of violation of any of the milk regulations or laws 
the licence of the pasteurizing plant would be cancelled by the medical 
health officer, and if the plant continued to do business prosecution would 
follow, or as an alternative the milk would be seized and dumped by 
sanitary and police officers, or coloured in such a way as to prevent its 
use by the consumer. 

Inasmuch as the great bulk of milk sold in cities is a dependent upon 
the methods and care ‘exercised at the pasteurizing plant for its safety, 
considerable thought should be given to means for penalizing defaulting 
pasteurizing plants so that it will be made difficult for them to do wrong, 
and they will be encouraged to place a safe product on the market.’ 

The Saskatchewan Department of Public Health requires monthly 
reports from the medical health officers of cities regarding the operation 
of all pasteurizing plants in cities. These reports include results of the 
bacterial counts on the raw milk, bottled milk and clean empty bottles, as 
found during three consecutive inspections during the month. 

It was the practice of the Department when the question of scientific 
pasteurization was taken up actively some years ago to send a 
bacteriologist to the various plants and make investigations and tests of 
the health efficiency of the plants, but the cities have now all established 
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small testing stations or made local arrangements and this work is 
carried out municipally. 

It was found when the investigation was first made that pasteurization 
was in almost every case a eommercial process adopted by the milk firms 
to ensure that the milk was kept sweet for the necessary period, but 
following the survey the co-operation of the various managements and 
local authorities was obtained with the result that to-day all pasteurized 
milk sold in the Province is as safe as it is humanly possible to make it. 


Municipal Pasteurizing Plants 


There is no record of the existence of any municipally owned 
pasteurizing plant in the Dominion. The field is clear for some enter- 
prising municipality to install such a plant and the results will be 
awaited with interest. 

The protection of a municipal water supply, and the prevention of the 
destruction of property by fire, are both regarded as the responsibility of 
a municipal council and the argument is surely sound that a municipality 
should also install apparatus for the safeguarding of its milk supply 
against communicable disease. 


Pasteurization on the Farm 

While the pasteurization of milk on the farm is, generally speaking, 
impracticable, there are throughout the Dominion a limited number of 
large dairy farms which might with advantage pasteurize the milk before 
shipping. 

It has been suggested that by so doing the quantity of toxins in the 
milk delivered to the consumer would be lessened. 

It is contended by some that these products which once produced can 
never be eliminated by any process of pasteurization. 

The Health Department of the City of Toronto offers the following 
observaticn on the practicability or otherwise of scientific pasteurization 
of milk on the farm, “Even granted that so far as the actual pasteurization 
was concerned, it was considered practicable, we are afraid that without 
constant supervision by competent authorities, on the great majority of 
farms a considerable quantity of the milk when offered for consumption 
would be little short of pasteurized filth.” 


Tuberculin Testing 

Pasteurization of milk has undoubtedly solved the problem of con- 
trolling and preventing outbreaks of milk-borne disease in cities and 
large centres of population, but the greater part of the population of the 
Dominion is rural, and we must devise some means of solving the 
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problems of how to make the rural milk supply as safe as the city milk 
supply. 

Most of us were schooled to regard the small town or country village 
as providing the ideal health environment. Life in the cities was thought 
to be beset with conditions which materially shortened its natural span and 
the sick were ordered to the country to regain health and “to drink lots 
of fresh milk”. 

We know to-day that so far as the milk is concerned we are safer in 
the city than in the country. 

Until means can be found for the pasteurization of milk offered for 
sale in villages, towns and small cities, every effort must be used to 
protect the consumer by producing milk from healthy cows and by 
preventing infection between the cow and the consumer. 


It is not to be inferred that pasteurization eliminates the necessity of 
healthy cows and protection of the raw product, but progress can best 
be made by moderating the demands of public health, and if pasteurized 
milk in larger centres of population and clean milk from healthy cows 
in rural or semi-urban districts be our immediate aim, we shall gradually 
reach the goal of pasteurized-certified milk. 

The problem of first importance so far as the raw milk supply is 
concerned is the elimination of bovine tuberculosis from the milk, and 
until city pasteurizing plants have demonstrated beyond doubt their 
ability to accomplish continuously scientific pasteurization cities should 
also see to their dairy herds. 

In a paper read before the annual meeting of the Canadian Tuber- 
culosis Association in Edmonton in 1923, the late Dr. Torrence, 
Veterinary Director General, stated that of 149,701 tuberculin tests made 
on cattle under the accredited herd plan 12,004, or 19.01 per cent were 
found to be reactors, and of 77,972 cattle tested under the Municipal 
Tuberculosis Order 14.03 per cent reacted. 

These figures are sufficient justification for active steps being taken 
to test every milch cow. 

A dairyman in the Dominion who wishes to have his cattle tuberculin 
tested has the following means available: 

(1) If he is supplying milk to any city or town, which has obtained 
free aid from the Dominion Government under the regulations Relating 
to Tuberculosis (Municipal Dairy Testing), his cows may be tested free 
by Dominion veterinary inspectors. 

(2) He may have his cows tested free by Dominion veterinary in- 
spectors under the accredited herd plan. 

(3) The test may be made free by Dominion veterinary inspectors if 
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a restricted area for the eradication of bovine tuberculosis has been 
formed in the district. 

(4) His animals may be tested free by veterinary inspectors employed 
by the Provincial Department of Agriculture, if he resides in Quebec or 
British Columbia. 

(5) The test may be carried out by local veterinarians employed by 
the municipality in which he offers his milk for sale. 

(6) He may personally engage a veterinary surgeon to test his cattle. 

Federal Regulations relating to Tuberculosis (Municipal Dairy 
Testing). 


These regulations provide for assistance, in the tuberculin testing of 
cows, to all cities and towns throughout the Dominion which comply with 
certain conditions. To quote again from the late Veterinary Director 
General: “Briefly these regulations provide that when any city or town 
makes application to come under these regulations and is willing to 
comply with a few simple requirements the Government will provide all 
the necessary machinery for testing all the cows in the dairies licensed 
to sell milk in the city or town making application, and for disposal of 
the reacting cows in a satisfactory manner.” 

A list of the thirty-three cities and towns in the Dominion receiving 
aid under the Federal regulations is given Appendix LL. 

The city of Saskatoon was the first city in the Dominion to take ad- 
vantage of the Federal Regulations (Municipal Dairy Testing) and to 
have the dairy herds supplying milk to the city tuberculin tested following 
the passing of the Order in Council in April, 1917. 

Four other cities and four towns in Saskatchewan have been successful 
in obtaining this free aid, but during the last two years, although repeated 
applications have been made from the remaining cities and from 
numerous towns in the province, the Dominion Health of Animals Branch 
has been unable to offer any promise of further aid. 

It has been pointed out that there is a principle embodied in the 
Municipal Dairy Testing Regulations which is worthy of note and which 
might be developed with advantage. 

The regulations require municipal councils to make application for 
the tuberculin test, but before the application is considered the municipal 
dairies must conform to certain reasonable requirements in the matter of 
sanitation and must be licensed by the municipality. The test is then 
made free of charge. In other words the supervising body requires 
certain improvements for certain assistance given. This principle might 
be adopted in other health activities which are of mutual interest to 
Federal, Provincial and Municipal authorities. 
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Accredited Herds and Restricted Areas 

The final value of the work which the Dominion Government is 
carrying out under these two schemes depends on a continued expansion 
of territory and corresponding increase in volume of testing performed. 

One of the difficulties in embarking on a scheme for testing all the 
cattle in the Dominion is the fact that it is not merely a question of the 
initial tests, but also of annual upkeep. Health authorities should not 
rest content, however, until measures have been initiated which will 


eventually result in the tuberculin testing of every milch cow in their 
district. 


Testing by Provincial Governments 


The governments of two of our Provinces undertake the tuberculin 
testing of dairy herds through the provincial Department of Agriculture. 

It has been suggested that other provinces might also take up this 
work if the Federal Department of Agriculture is not prepared to follow 
up its municipal dairy testing regulations and that this work might be 
carried on provincially under the Federal Health of Animals Branch, the 
Provincial Governments providing sufficient grants for the purpose. It 
is argued that the Federal Government has co-operated with the 
Provincial Health Departments in Venereal Disease prevention and that 
the Federal Government might work in conjunction with the Provincial 
Governments to carry on the work of tuberculin testing, especially as the 
Federal Department has already a very efficient organization to do this 
work and thus overlapping would be prevented and the testing carried out 
more economically and efficiently. 

The Province of Quebec offers free tuberculin testing to dairymen 
through its Department of Agriculture. This Department has to date 
employed forty-seven veterinary surgeons who, it is understood, are 
local men practising in the Province. Requests for testing are sent 
directly to the Department of Agriculture, which then dispatches a 
veterinary surgeon. 

No compensation is given for reactors which are slaughtered and 
Dr. Bedard, the Provincial Veterinary Surgeon of the Department of 
Agriculture, reports that very few people criticize the slaughtering of 
reactors, and requests for testing are reaching the Department from every 
part of the Province. Farmers are induced to have their cattle tested 
by lecturers which the Department of Agriculture keep yearly going 
round the farming regions. 

In the Province of British Columbia, tuberculin testing by the 


Provincial Department of Agriculture has been practised during the past 
seventeen years. 


(To be continued ) 











The Chief Commissioner, Canadian Red Cross 
Society 


Dr. James Lyons Biggar was born in Toronto in 1878. He is the 
second son of the late C. R. W. Biggar, K.C., for many years city 
solicitor, and a grandson of the late Sir Oliver Mowat. Educated at 
Upper Canada College and the University of Toronto, he graduated 
with honours in Medicine in 1903. During his undergraduate period 
he served in the ranks of the Tenth Field Hospital, the only medical 
unit which Canada sent to the South African War. After a term as 
house surgeon at the Hospital for Sick Children, he practised in Western 
Ontario for a few years and then moved to Edmonton. In 1912 he 
went to Victoria, B.C., and was practising there when the war broke 
out. Upon enlistment for service in the Great War, Dr. Biggar was 
appointed Medical Officer to the 88th Battalion in August, 1914, and 
was transferred to the Canadian Expeditionary Force in the early spring 
of 1915. He was subsequently appointed Lieutenant-Colonel, and 
organized the 13th Canadian Field Ambulance, with which he served in 
France until early in 1917. After a period of duty in England, he 
returned to France in the autumn of 1917 and served with the 3rd 
Canadian Casualty Clearing Station until the summer of 1918. 


Dr. Biggar returned to Canada in the autumn of 1918 and joined the 
medical staff of the Board of Pension Commissioners. He was trans- 
ferred to the Department of Soldiers’ Civil Re-Establishment in 1924, 
and since then has been an Assistant to the Director of Medical Services. 


He married, in 1904, Helen Louise, the only daughter of Mrs. 
McMurrich and the late W. B. McMurrich, K.C., of Toronto. 








Sanitary Inspectors’ Association of Canada 


PRESIDENT’S ADDRESS 
To the Sanitary Inspectors’ Association, England 


By Srr Witt1am J. Coriins, K.C.V.O., M.D., M.S., B.Sc., F.R.C.S. 
Reprinted from The Sanitary Journal 


(Continued from last issue) 


I remember in 1895, 1896, and again in 1907, voicing deputations to 
three successive Lord Chancellors, Lords Herschell, Halsbury and Lore- 
burn, urging reforms in death certification and coroners’ law. From all 
we received promises of sympathetic and serious consideration, but 
practically nothing has been done. A bill has, I understand, been intro- 
duced this session by a private medical member, dealing with certain 
reforms in the matter of death certification and disposal of the dead; 
but in view of a promise made by the Home Secretary of a Government 
bill on the whole subject, the prospects of the private member’s venture 
are not roseate. It is to be hoped that the Home Secretary’s assurances 
may prove more fruitful than those of the three Lord Chancellors who 
kept the word of promise to the ear, but broke it to the hope. 

The past year has been one of transition in the matter of the 
examination required of those who seek to become Sanitary Inspectors. 
The old Sanitary Inspectors’ Examination Board is to give place to a 
new association, registered under the Companies Acts, 1908-1917, 
entitled the “Royal Sanitary Institute and Sanitary Inspectors’ Exam- 
ination Joint Board”. This Board is to hold examinations, grant 
certificates, prescribe courses of training and maintain a Register; it is 
to consist of not more than 30 persons, of whom 15 are nominated by the 
Minister of Health (12 being representative of certain institutions), 3 by 
the Society of Medical Officers of Health, and two by this Association. 
Having myself been appointed in respect of the University of London 
I have been enabled to observe the zealous service which Mr. Kershaw 
and Mr. Johnson are rendering at the preliminary sessions of the new 
Board in its present embryonic condition. 

The new departure is in harmony with the desire to achieve a one- 
portal system to the profession of Sanitary Inspector, and the Ministry 
of Health intend to issue an order to operate from some date in 1926, 
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recognizing the certificate of the Joint Board in lieu of the two certificates 
at present recognized under article 16 of the Sanitary Officers’ Order, 
1922. Some diversion was occasioned at the earlier meetings of the new 
body by a claim from the University of Liverpool, ably voiced by 
Professor Hope and Sir John Utting, for similar recognition by the 
Minister of the University’s “certificate of sanitary knowledge” to that 
which it is proposed to accord to the certificate of the New Joint Board. 
The claim appeared to conflict with the object of the one-portal ad- 
vocates and also to raise the question of certificates which might be given 
by other Universities. It was urged that the case of Liverpool was 
exceptional, that its University School of Hygiene had existed since 
1887, that for three years prior to that date public health instruction had 
been given to Inspectors, and that since the school became incorporated 
in the University (when the latter received its Charter in 1903) it had 
grown and prospered to a remarkable degree. 

As a University representative myself I could not fail to sympathize, 
to a considerable extent, with the aspirations of Liverpool. My own 
University as long ago as 1875 instituted an examination of very wide 
scope and high standard in “Subjects relating to the Public Health”. 
Dr. Farr, Sir John Simon, Captain Douglas Galton and Professor 
de Chaumont were among the earliest examiners for the London cer- 
tificate. It was true that this examination was intended for those who 
had already graduated as Bachelors of Medicine, and it has since, 
perhaps unwisely, been turned into an 'M.D. examination in State 
Medicine. The London University examination was, therefore, not 
adapted for Sanitary Inspectors and Health Visitors, as was the case 
with the Liverpool certificate. After consideration of the question by 
a Special Committee the Joint Board, at its last meeting, accepted as a 
new clause for insertion in its articles of association a scheme whereby 
University examinations for Sanitary Inspectors should, subject to 
approval by the Minister, and under certain conditions, be deemed to be 
examinations held by the new Board. 

The agenda for this conference would appear to be sufficiently com- 
prehensive and variegated to suit the most fastidious tastes and satisfy 
the most omnivorous appetites. There are some standing dishes or 
pieces de résistance such as Milk, Smoke, Slum Clearance and Housing, 
on all of which there is generally something new to be said. Met as we 
are in a sea-port city through which more than one-third of the foreign 
trade of Great Britain is carried, and in which one-seventh of the world’s 
tonnage is registered, it is fitting that you should devote attention to 
marine sanitation and port sanitary administration; while the new meat 
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regulations which came into force on April Ist last. must have given 
occasion for varied experiences on which it will bz interestng and 
valuable to compare notes. 

I can only envy, without daring to emulate the technical knowledge 
which you gentlemen possess upon each and all of the multifarious 
activities allotted to you under the Sanitary Officers’ Order, involving 
acquaintance with statutes and regulations which might tax the most 
capacious memory and perplex the most analytic mind. 


Milk, that ideal food as distilled by normal nature, of which both 
farmers and physiologists assert we take too little in comparison with 
Sweden and the United States, is also, alas, an excellent culture medium 
for multitudes of bacteria. No Statute or Order can guarantee its 
delivery germ-free, but we must rest content with limiting the dosage of 
micro-organisms by ten thousands or hundreds of thousands to the cubic 
centimetre. Last year at Whitley Bay, in his lecture to the Conference, 
Professor Gilchrist of the Armstrong College, seemed somewhat sceptical 
on the question of grading. He assured us that the great bulk of un- 
graded milk now being sold was in excellent condition, and that if he 
knew ordinary precautions were taken with its production he would 
prefer un-pasteurised to pasteurised milk. There seem to be two schools 
of thought on this matter. The one seeks strict cleanliness and purity of 
the supply from the source, and discounts reliance upon subsequent 
purifying processes lest these should distract attention from such initial 
precautions; the other, distrustful of the source and intent upon the 
efficacy of methods of purification, would took to the latter for safe- 
guarding consumers from all deleterious contamination. Both are well 
aware of the dangers which may supervene after the milk has been 
delivered in the home of the consumer. Farmers, veterinary surgeons 
and Sanitary Inspectors may have done their best to secure the purvey- 
ance of an irreproachable article, but careless housewifery and uncleanly 
storage may neutralize their efforts and introduce new perils to infant 
health and life. 

Your first president, Sir Edwin Chadwick, truly observed “that the 
removal of noxious physical circumstances and the promotion of civic, 
household and personal cleanliness are necessary to the moral improve- 
ment of the people, since sound morality and refinement in manners and 
health are not long found co-existent with filthy habits amongst any class 
of the community”. Purity of the air is not less essential to health than 
purity of food. A man is said to consume 5% Ibs. of liquid and solid 
food per day, but he consumes or respires 34 lbs. by weight of-air per 
day. Nevertheless the fouling of the atmosphere by Smoke, despite 
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legislative efforts since 1845, continues for the most part unabated. Last 
March I had the pleasure of presiding at a Chadwick lecture at the Inner 
Temple Hall, by Lord Newton, the Chairman of the Departmental Com- 
mittee of 1914-21, whose recommendations still await Government action. 
In the discussion which followed it was evident that the status quo is not 
without its apologists; industrial delinquents accused the domestic 
chimney of being the chief offender, and urged the retention of qualify- 
ing phrases such as “as far as practicable”, “best available means”, etc., 
which had been the weak spots in existing legislation against industrial 
smoke. The growing recognition of the hygienic and therapeutic 
properties of light, even artificially produced with a mercurial vapour 
quartz lamp when solar light is unavailable, should support the efforts 
of those who seek to abate the smoke and fog nuisance of our large 
towns whereby urban populations are deprived of some 20% of the sun- 
light enjoyed by the surrounding country. 

A glance through last year’s report of the Liverpool Port Sanitary 
Authority, by Dr. Hope and Dr. Mussen, cannot fail to impress one with 
the complexity of the duties involved, the resourcefulness displayed and 
the services to the community vouchsafed by the staff engaged in this 
exacting work. Precautions against the import of exotic infectious 
diseases, the inspection, sanitation and disinfection of ships, the super- 
vision of arriving ailens and of departing emigrants, the inspection and 
sampling of imported foodstuffs, and an incessant war upon rats and 
other vermin provide a fine record of difficult, and often unpleasant, 
labour ably accomplished. When to these are added the duties of 
Medical Officer of Health to the City and to the Education Committee, 
the magnitude of the work can be better imagined than described. Yet 
the general improvement in the health of the City is most satisfactory ; 
wih a population now well over 800,000 the death-rate is down to 
13.7 per 1,000, half what it was a generation ago, and the infant 
mortality, which was over 200 per 1,000 births in 1897, has now dropped 
below the 100. While typhus has disappeared, influenza and encephalitis 
lethargica, with the mental and moral complications of the latter, were 
unwelcome visitants in 1923 and 1924. Sir William Hamer has more 
than once called attention to the affinity of influenza, cerebro-spinal fever, 
poliomyelitis and encephalitis and regards them as variants of a common 
stock and, if due to an ultra-visible virus, holds that such virus must be 
liable to transmutation. 

This is, I believe, the third occasion on which our Association has 
chosen Liverpool for its Annual Conference. In 1888 it met here under 
Sir Edwin Chadwick’s presidency, and in 1908, under that of Sir James 
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Crichton-Browne, my illustrious predecessor. This recurrent choice of 
Liverpool for your gathering is not surprising. Alike in civic progress, 
philanthropic zeal, sanitary reform and ecclesiastical architecture Liver- 
pool will hold her own in comparison with any great urban community or 
commercial seaport. It was not always so. Chadwick, your first Presi- 
dent, in his ever memorable report on the “Sanitary Condition of the 
Labouring Population of Great Britain” in 1842, cites the indescribable 
filth of the cellar-dwellings, of the unpaved, unsewered and therefore 
pestilential, courts of Liverpool. In 1840 more than 60 per cent. of the 
deaths among the working class population were under five years of age. 
Typhus was endemic rather epidemic among the troglodyte dwellers in 
these underground hovels, and Dr. Currie attributed its prevalence to 


“want of cleanliness and ventilation”, aggravated by “damp, fatigue, 
sorrow and hunger”. 


The natural endowments and situation of Liverpool were only turned 
to account within the last 250 years. Its rapid commercial development 
as the gate-way of overseas trade, more especially to the new world, 
outran municipal and sanitary efforts until the latter part of the X1Xth 
century. Unrecorded in the Domesday Survey, the village on the Mersey 
was chartered by King John, who found it useful for embarking troops to 
Ireland. Described as a “poor decayed town” in the XIVth century, it 


was ravaged by the Black Death, the Sweating Sickness, and later by the 
Plague. Under the Stuarts a puritan stronghold amid surrounding 
Royalism, it was captured and sacked by Prince Rupert. Out- 
rivalling Chester and Bristol as a port, its burghers threw off the shackles 
of feudalism, built docks, imported raw cotton, sugar and tobacco and 
exported cotton and woollen goods. Privateering became a flourishing 
adventure and towards the close of the XVIIIth century Liverpool had 
the unenviable reputation of being the chief slave port in Europe. 
Scotland, Ireland and Wales contributed contingents to the congested 
population of the city. The age of coal and iron, of factry develpment, 
of the inventions of Hargreaves, Arkwright and Cartwright, added to the 
affluence of its merchants and to the hardships of the proletariate. Yet 
amid these unpropitious surroundings the spirit of “the new philanthropy” 
was working its leavening influence. Reformers, philanthropists, patrons 
of the arts and sciences, liberal-minded and large-hearted citizens, 
zealous doctors, divines (conformist and non-conformist), whom I 
refrain from enumerating lest I should be guilty of the sin of omission, 
but whose names are writ large in the book of the chronicles 
of the benefactors of Liverpool, set to work to redeem their 
city from the reproaches levelled at her reputation. The water supply, 
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once intermittently and grudgingly supplied by profit-seeking companies, 
now under municipal management and derived from Lake Vyrnwy, has 
become pure and abundant. The common schools, once described as 
“wretched in the extreme” have become models of their kind, technical 
instruction followed, a University college was established, and in 1903 
Liverpool became a University town. 

Infectious diseases, once huddled into workhouse wards, were notified, 
isolated in commodious hospitals, and their prevalence and fatality there- 
by vastly reduced. Thanks to a succession of able Medical Officers of 
Health, gallantly supported by an efficient band of Sanitary Inspectors, 
rookeries were rooted out, common lodging houses were cleansed, food 
supplies were safeguarded, refuse removed, nuisances suppressed, and 
the death-rate, which had been over 40 per 1,000 in 1866 fell to 14 per 
1,000 in recent years. 

No one can reflect on the evolution of sanitary reform in Liverpool 
and the conversion of the city from being a by-word for urban squalor 
and neglect to its present proud position, instinct with philanthropic 
endeavour, academic zeal and hygienic achievement, without feeling one’s 
belief in progress strengthened and sustained. 

In the bad old days one might have asked with Blake whether aught 
of noble effort could “shine forth upon these clouded hills”, or if 
Jerusalem could ere be built “among these dark satanic mills”. And 
while we rejoice in the progress of Liverpool, typical of many other lesser 
urban communities, I bid you gentlemen as Sanitary reformers and 
practical men to acquire fresh inspiration for the future from these 
triumphs of the past; even if you may not realize your ideal you can 
always idealize the real, you can “hitch your wagon toa star” and exclaim 
with Blake :— 


“Bring me my bow of burning gold! 
Bring me my arrows of desire! 
Bring me my spear!—Oh clouds unfold! 
Bring me my chariot of fire! 
I will not cease from mental fight, 
Nor shall my sword sleep in my hand 
Till we have built Jerusalem 
In England’s green and pleasant land!” 








Monthly Jottings of the Sanitary Inspectors’ 
Association of Canada 


Don’t forget our Annual Convention at Brantford, Ontario, on 
September Ist, 2nd, and 3rd. The programme is now well in hand. 


There is evidence that the Convention will be well attended by 
Ontario Sanitary Inspectors, as we have received several new applica- 
tions for membership recently. 


Our meetings will be open to all Sanitary Inspectors, Nurses, and 
all persons interested in Public Health work, whether or not they are 
members of our Association. The only closed meeting will be the 
Annual Business Meeting. 


We expect through the means of this Convention, held in a thickly 
settled part of Ontario and convenient of access, to arouse interest in 
many of the Sanitary Inspectors with whom we have not yet come into 
contact or persuaded to join us. 


We should particularly like to interest the members of the Toronto 
Health staff. There should be a good strong branch of this Association 
in the leading City of Toronto, and we extend a cordial invitation to 
the Sanitary Inspectors there to come to our Convention and join with 
us in making this Association a power for good in this Dominion. 


From the West we cannot expect a very large number, but it is 
important that every Western Province be represented by as many as 
possible. British Columbia made a start last year by sending a delegate 
for the first time, and we hope there will be more this year. 


Provincial Executives should meet before September and prepare 
and send in a report of their transactions during the year, together with 
any recommendations they may care to make regarding the future con- 
duct of the Association. They should also send in recommendations 
as to the election of their Vice--Presidents. Choose your man, and 
the Convention will surely elect him. 
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Any proposed amendments to the Constitution and By-laws should 
be thought out now and submitted to the Secretary-Treasurer 30 days 
before the Convention opens, as every member has to be advised on 
these, because proxy votes may be cast on such amendments. 


We had a visit the other day from Mr. W. C. Millar of Fort William, 
Vice-President for Ontario. Mr. Millar is full of enthusiasm for the 
welfare of the Association. 


Any subscriptions overdue will be gladly received by the Secretary- 
Treasurer. Get yourself in good standing before the Convention. Be- 
sides, we need the money. 





The Provincial Board of Health of Ontario 


Communicable Diseases Reported for the Province by the Local 
Boards of Health for the Weeks ending May Ist, 8th, 
15th, 22nd, 29th, 1926 


COMPARATIVE TABLE 
1926 1925 

Diseases Cases Deaths Cases Deaths 
Cerebro Spinal Meningitis “= — 
Chancroid —_ — 
Chicken Pox 363 
Diphtheria 193 
Encephalitis soe 
Gonorrhoea 215 
Influenza ae 
German Measles 21 
Measles 2152 
Mumps 478 
Poliomyelitis 5 
Pneumonia _ 
Scarlet Fever 507 
Septic Sore Throat 2 
Small Pox 16 
Syphilis 177 
Tuberculosis 209 
Typhoid 53 
Whooping Cough 400 11 

The following municipalities reported cases of Small Pox: Toronto 
7, Kitchener 3 and 1 death, Waterloo 6, Sarnia 4, Camden Tp. 1, Rich- 
mond Tp. 1, Sheffield 1, Eramosa Tp. 1, Packenham Tp. 10, Hillier 2, 
Meaford 1, Orillia 7, Kingston 1, Peterboro 2, Sudbury 2, Ottawa 1. 


Joun W. S. McCuttoucs. 





Editorial 
MUNICIPAL RESPONSIBILITY 


The verdict in the case McQueen vs Owen Sound is one calculated 
to make municipal corporations and local authorities pay greater atten- 
tion to the purity of local water supplies. A young woman resident of 
the City of Owen Sound contracted typhoid fever, from, as she alleged, 
the use of city water, repeated analyses of which had shown to be 
contaminated. There was uncontroverted evidence that she had used 
no other water supply, had not been out of the city, that she drank 
pasteurized milk only, used no ice cream, and that the premises where 
she lived were free from flies. Four others in the same house drank 
boiled water and escaped contagion. 

The evidence indicated that the public utilities commission and the 
local board of health had been singularly inattentive to the warnings of 
the Provincial Department of Health regarding the condition of the 
water. Owen Sound has had a provincial public health laboratory for 
some years, and received copies of a daily report upon the local supply. 
In spite of this, the authorities appear to have placed their own judg- 
ment before that of skilled scientific opinion. 

Further evidence showed that the filter on a portion of the supply 
was overburdened to the extent of 50% and that reports of officials of 
the Provincial Health Department to this effect and as to the necessity 
of chlorination were ignored. Even after a score or more of cases of 
typhoid had occurred, the public utilities commission failed to grasp the 
situation; and it is said that adequate protection of the water is not yet 
installed. The presiding Justice in his address said: “Typhoid in Ontario 
should be almost as extinct as the dodo. The fact that there is so little 
of it can be laid to the strict administration of the Department of Health 
under Col. McCullough.” 

“I have no doubt in my mind as to the negligence of all parties,” 
Mr. Justice Logie continued ; “to use a Biblical expression, ‘They sinned 
against the light.’” The Judge recalled the evidence of the manager 
of the public utilities commission, who had said on the matter of the 
chlorination of Owen Sound’s water supply, “We left it off because 
neither the board of health, the public utilities commission, nor the 
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general public wanted chlorination until it was necessary.” The matter 
of chlorination had been left off until too late, and the whole community 
of Owen Sound was caught when a violent outbreak of typhoid occurred. 
This, the Judge claimed, was negligence of all three parties involved. 
He declined to consider contributory negligence on the part of the 
plaintiff in drinking unboiled water after repeated assurances from 
officials as to the purity of the water. He characterized the action of 
some of the city officials as “callous indifference to duty.” 

As a rule it requires more than a few cases of typhoid to arouse 
municipal authorities to a sense of their public responsibilities in the 
protection of a water supply. Nor is public opinion always successful 7 
in this direction. A verdict of $2,000 and costs, like that in the Owen | 
Sound case, is bound to have greater effect upon the minds of local 
authorities than anything else; and for this reason alone, the verdict ~ 


will be welcomed by all who place good health before a few paltry j 
dollars. 


OUR VACATION 


At this wonderful time of the year, when all nature is calling us, 7 
we are faced with the annual problem of how best we may take our | 


holidays. A vacation with its relaxation and rest is of value to all. | 
The question of deciding the most suitable recreation and the best place | 
to go is not easily solved. Naturally each one chooses the kind he likes | 
best, and, if he can afford it, the place most congenial to him. All 
travellers must admit, however, that Canada offers as many attractions 
for the summer holiday as can be found anywhere. One has only to 4 
peruse the artistic and excellent pamphlets issued by the Natural | 
Resources Intelligence Service Department of the Interior, Ottawa, to 7 
realize what a wonderful variety of sport and recreation can be pursued | 
amidst the varied scenery of our great Dominion. “Canoeing in © 
Canada” will appeal to some; “Motoring in Canada” will appeal to : 
others, while “Camping in Canada” suggests exhilarating possibilities 7 
to a great many more. 

For various reasons, however, many of us have to remain at home, 
and we have golf, gardening, walking and an infinite variety of simple 
pleasures which can all be taken out of doors and at a minimum of cost. — 

Our advice to all is to take a holiday now and enjoy its pleasures © 
rather than do without it and be under the necessity of taking an 7 
enforced holiday later in an attempt to coax back health. 








